pain and is an effective method of communicating with parents. With increasing accessibility of mobile phones worldwide this is a viable, cost-effective and reproducible method of optimising analgesia postdischarge from the Paediatric ED. Introduction: This study updates the Outreach Programme for Internal Medicine in Area 2 of KwaZulu-Natal (KZN) over the past six-and-ahalf years. Methods: AMS, via a formal agreement with the KZN Department of Health (DOH) for 16 years, has provided a safe, reliable, independent transport system, by air and by road. The DOH has provided posts in the major disciplines for the co-ordination of Area 2 outreach. The aim is that each district hospital should receive a visit from a specialist in each major discipline on a monthly basis. Internal Medicine is fortunate to have a fulltime coordinator with the retention of the retired coordinator on a sessional basis. A typical visit comprises a teaching session, a ward-round, and an outpatient session. Protocols and referral criteria are discussed, and the medical manager may be consulted regarding needs and problems. Introduction: Recognition and alleviation of pain should be a priority when treating ill and injured children. We determine whether pain assessment and management in a UK paediatric emergency department follows national standards and improves following multi-disciplinary training. Methods: We retrospectively analysed notes of 100 randomly-selected cases (1 month-15 years) presenting to a paediatric emergency department over one month. We studied initial assessment of pain, time to prescription, appropriateness of analgesia and re-assessment of pain. These outcomes were compared to national standards. Following multi-disciplinary training sessions we re-evaluated these outcomes by analysing a further 100 cases. Results: Prior to training, 48% cases had pain scores documented and 31% cases had appropriate analgesia prescribed. No cases were assessed as having severe pain. Pain was not re-assessed in any patients. Following training, 74% cases had pain scores documented; 6% cases scored 'severe pain'; 74% had appropriate analgesia prescribed and 12% cases were re-assessed. Conclusions: Our study highlights that pain in children is commonly under-recognised, under-treated and treatment delayed. Prior to training, pain scoring was performed less in younger children and time to prescribe analgesia was longer; perhaps due to unfamiliarity with pre-verbal pain assessment methods. Training covered various pain assessment tools, which improved pain scoring at triage for all ages and enabled identification of patients in severe pain. Raising awareness of the paediatric 'analgesic ladder' improved prescribing of appropriate analgesia. With the pressures of a busy emergency department good documentation of pain scoring and re-assessment is often neglected. Assessment and management of pain in children improved with multi-disciplinary training. This is a simple and cost-effective strategy, which should be provided in all emergency departments worldwide to ensure quality of care. Introduction: Point-of-care ultrasound (POCUS) is an effective diagnostic technology in resource-limited settings. There is increasing interest in introducing ultrasound training in such environments, but few reports describing long-term follow-up and impact of a POCUS program in a resource-limited setting. We introduced a POCUS program in Rwanda, and sought to determine the number and type of ultrasounds performed, the impact of a remote quality assurance (QA) program, and the effect of POCUS on patient management. Methods: Seventeen Rwandan physicians underwent a ten-day training course in POCUS in Kigali, Rwanda. Post-course, participants tracked the ultrasounds they performed using a cloud-based storage system, recorded clinical impressions, and received periodic QA with on-site proctoring over a six-month follow-up. Remote QA to evaluate image quality was performed by five emergency ultrasound fellowshiptrained clinicians. Images were graded on a scale of 0-4. (0 = no meaningful image, 2 = adequate, 4 = outstanding). Trainees also documented how POCUS changed clinical management. Results: Over six months, 1158 ultrasounds were performed and logged by fifteen participants at eleven regional hospitals. 590 (50.9%) had matched images and interpretations available for review. Abdominal ultrasound was the most frequently performed application (19.7%), followed by liver (14.6%), obstetrics (14.5%), renal (12.4%), and spleen (11%). Across all applications, the mean score was 2.5 (SD ± 0.11, 95% confidence interval, 2.39-2.54). Ultrasound resulted
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Results: 127 case notes were analysed. The majority of patients were young (median age 27 years), male (108/127; 85%), and had reportedly ingested alcohol (84/127; 66.1%). Most had more than one wound (median 2 wounds per patient) but did not suffer from significant blood loss and there were no deaths. Only 15/127 (11.8%) required hospital admission. Discussion: Most patients suffered multiple wounds over multiple sites but these did not frequently require admission to hospital and caused no deaths. As long as clinicians remain vigilant for more severe injuries, these patients can generally be treated in low resourced environments. The majority of patients were discharged directly from the Emergency Centre making it the best place for these people to receive health education to prevent further injuries. 
